Sixty-nine hospitalized who rest and lasting at least 15 minutes, and whose electrocardiographic changes were limited to deeply inverted T waves predominantly in the precordial leads, were selected from a large series of patients. The hospital course and electrocardiographic changes of these patients were studied. After an average follow-up period of 4 years, approximately half the patients were still able to work. Postmortem studies on 11 patients revealed extensive sclerosis of the coronary arteries in all.
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A CONSIDERABLE number of patients without typical acute myocardial infarction have a "coronary" type of chest pain at rest, with only an inversion of the T waves, particularly in the precordial electrocardiograms. In this paper wxe seek to clarify some of the diagnostic and prognostic features of this group by an analysis of 69 hospitalized patients with this combination of symptoms and electrocardiographic findings.
Patients with this type of chest pain fall into a group that, with rather fuzzy borders, lies intermediate between typical angina pectoris and acute myocardial infarction. This syndrome has been variously labeled as "coronary failure,"' "acute coronary insufficiency,"2'3 "intermediate coronary syndrome,"4 and "prodromal symptoms in myocardial inifarction."' It is well recognized that patients with identical symptoms may demonstrate electrocardiograms clearly different from those with the precordial T-wave inversions described in this paper. There may be QRS abnormalities indicative of some degree of myocardial infarction; there may be a significant degree of S-T deviation, usually depression; and, indeed, the electrocardiogram may be entirely normal. Patients with these last 3 types of electrocardiograms are not considered here.
METHODS
All electrocardiograms with multiple precordial leads, taken prior to January 1, 1955 , and classified in our files under the headings "acute anterior myocardial infarction" and "abnormal precordial T waves," were scrutinized. During this period the electrocardiographic diagnosis of In 12 patients a temperature over 100 F. was noted during the first few days of hospitalization. Although this fever seldom lasted more than a day or 2 and did not exceed 102 F., it suggested the occurrence of some degree of myocardial necrosis. In all patients except 1, a white blood cell count was obtained and was elevated, rarely over 15,000, in somewhat less than half the group. When determined, the sedimentation rate was found to be elevated more often than not. These elevations of the sedimentation rate and the leukocyte count may indeed have reflected myocardial necrosis in some cases. The increase in the white blood cells was usually minor, however, and it has been demonstrated7 that angina pectoris alone will elevate the sedimentation rate.
Forty-seven patients received bishydroxycoumarin (Dicumarol) during their hospital stay. However, only 17 of these had a sufficient amount of the drug to constitute reasonably adequate treatment (prothrombin time determinations of 30 per cent or less on at least half the tests performed after the second day of Dicumarol administration). Although our cases are too few to permit any definite conclusions, we could detect no appreciable differences in the clinical course between the groups receiving "adequate," "inadequate," or no Dicuxmarol therapy. We have no data in this series concerning longer term Dicumarol therapy. 8' 9 Electrocardiograms. In table 2 are summarized some of the electrocardiographic data. There was no evident relationship between the degree of precordial T-wave inversion and the clinical course. In slightly less than half the patients electrocardiograms were taken with sufficient frequency to permit some estimate of the duration of the precordial T-wave inversion. In 18 cases the T-wave had returned to normal by the end of 2 months. Conversely, in none of the 7 patients dying within the first year was a normal electrocardiogram obtained at any time. The last tracing available for each patient was normal in about one third of this series.
Follow-Up. The status of each patient when last seen or heard from is listed in table 3. * Three bundle-branch block and 2 with depressed S-T segments.
Eighteen patients recovered sufficiently to be without symptoms. The cases listed as "active," almost exactly half the total group, were working or able to do at least light work even though some had mild to moderate angina pectoris.
Deaths. During the follow-up period there were 24 deaths, of which 14 (20 per cent of the entire group) were known to be due to heart disease (table 4). Seven of the 14 cardiac deaths occurred during the first year. Thereafter the hazard of death from cancer (5 cases) approximated that from heart disease. In the 14 patients who died of heart disease, the incidence of angina, hypertension, and diabetes, the duration of pain, the degree of T-wave inversion, and the occurrence of fever, leukocytosis, and elevated sedimentation rates were about the same as in the entire series. However, in spite of the relatively high number of older women in the entire group, 11 corroborate this finding. Three hearts revealed no myocardial lesion grossly, although 2 of these showed small focal areas of fibrosis microscopically. One heart showed streaks of fibrosis widely distributed throughout the midportion of the left ventricular myocardium, 9 years after the patient's episode of pain. One heart exhibited a small healed posteroseptal infaret. The remaining 6 specimens all showed extensive infarcts, usually acute, that could clearly be related to episodes of prolonged pain occurring after the original episode for which they were included in this study. Of these 6 hearts, one had an old septal infarct, which fig. 4) showed low, but upright T waves in V4 to V6.
Autopsy revealed the primary cause of death to be urethral rupture with pelvic abscess formation. The heart was normal grossly except for 4 plus coronary sclerosis and streaks of fibrosis in the midwall of the left ventricle. The heart weighed 350 Gm. Microscopically small bands of fibrosis between myocardial fibers were noted.
DISCUSSION
Three aspects of the problem presented by the type of patient under consideration here may merit further comment.
Prognosis. Some authors3' 10 have commented on the relative benignity of this syndrome. For example, Barker11 described similar cases and stated that the prognosis is invariably good. However, Levy"2 pointed out the considerable hazard of sudden death in patients with similar symptoms and electrocardiographic findings, and Mounsey5 indicated that at times this clinical picture may represent the prodromal phase of acute myocardial infarction. Since 7 of our patients died within 1 year after the onset of this syndrome, we are inclined to be less sanguine than some regarding the short-term prognosis. After the first year the hazard of death from heart disease seems to diminish appreciably.
Pathologic Considerations. In an excellent study leavened by the lighter touch, Pruitt and co-workers2 considered the clinical and pathologic implications of deeply inverted T waves in the midprecordial leads. They found that patients selected only on the basis of this type of electrocardiogram showed a high incidence of severe coronary insufficiency or myocardial infarction. In their 9 autopsied cases healed subendocardial infarction was found in 
